Bringing patient advisors to the bedside: a promising avenue for improving partnership between patients and their care team
Introduction
Peer volunteers have successfully been involved in a variety of settings for a few decades now 1 . The benefits of having peer volunteers serving as educators for large-scale community-based health promotion efforts are now widely recognized 2 . Group peer support programs designed for individuals living with an illness have also been largely developed, especially for patients living with cancer 3 and other chronic diseases 4 . Such programs have generally proven beneficial for patients and for peer volunteers, alike 1 .
Nevertheless, not all patients are willing and/or able to engage in peer support workshops for which they have to sign in and that are scheduled at a given time and place. Individualized and more flexible forms of peer support have also been experimented 5 . For instance, studies have been conducted on the use of one-to-one peer support offered during their hospitalization to patients who suffered a burn injury 6 . One-to-one peer support is also widely present in the field of mental health, where individuals who have progressed in their recovery can undertake a substantial training program to be employed as peer support specialists 7 . Studies have linked this approach to positive impacts on service users and their satisfaction regarding the care that they have received, on peer support specialists themselves, as well as on the practices of other members of the care team 8 . The resources required to train and to pay peer support specialists, however, is an important limitation for the transfer of this model to other settings.
A promising avenue to overcome this challenge lies in the development of a new model of intervention that allows one-to-one peer support to be fully integrated in the care delivered to patients but without positing peers as paid professionals. This article describes such a model, bringing patients who have already been through a given illness experience (patient advisors) directly to the bedside of patients, where they are viewed as full-fledged members of the clinical team. Patient advisors are recruited and trained by care teams in order to meet with patients on a voluntary basis to share their own experience. In addition, an important characteristic of this model is that patient advisors are considered as actively helping in the creation of a partnership between patients and members of their care team. Because patient advisors have already lived through a similar experience they are indeed uniquely positioned to serve as a bridge between patients and healthcare professionals and to ensure that patients are engaged to their satisfaction in their own care. The model described in this article is, as such, directly in line with the current emphasis put on patient engagement as a promising and innovative approach to improving the quality of care in a healthcare environment where resources are limited 9 . Important considerations to take into account when implementing this approach on a larger scale will be highlighted on the basis of qualitative (interviews and focus groups) and quantitative (survey) data collected during the pilot phase of the project (July 2014-June 2015).
Experimenting with a new model of patient partnership: patient advisors at the bedside
The Centre d'expertise en réimplantation et revascularisation microchirurchigale d'urgence (CEVARMU) du Centre hospitalier de l'Université de Montréal (CHUM) is currently testing this model of care 10 . The CEVARMU is the only center of expertise in replantation of the upper limb in Canada. Its specific mandate is to optimize all medical, surgical and rehabilitation care pre-, peri-and post-surgery for all persons over fourteen years of age in Quebec who have suffered a traumatic amputation of the upper limb. Members of the team include plastic surgeons specialized in microsurgery of the hand, occupational therapists with expertise in rehabilitation post plastic surgery of the hand, nurses, psychologists and social workers. Approximately 150 patients are admitted annually to the CEVARMU, 80% are men and 44% are between 35 and 54 year of age. Patients remain in acute care for an average of five days post-surgery. Interdisciplinary rehabilitation begins at the first postoperative day and is offered for a duration of approximately one year at a rate of 25 hours per week.
Post-surgery rehabilitation in jeopardy
In 2013, the CEVARMU team noted a significant difference in the rates of adherence to their rehabilitation intervention protocol between patients followed at the CEVARMU and those transferred to other rehabilitation facilities throughout the province (85% vs. 35%). Nonadherence to rehabilitation protocols has serious implications at multiple levels: physical, psychological as well as social and may jeopardize the replantation surgery. Assuming that this gap in rate of adherence to rehabilitation protocols could be explained at least partly by the isolation of patients followed outside the CEVARMU, sometimes in remote regions of the province where highly specialized care of this nature is scarce or even absent, the team of the CEVARMU has initiated an innovative project aimed at creating a new model of intervention based on the involvement of patient advisors in the development of care partnerships. 
Evaluation of the pilot phase
We conducted interviews and focus groups to ensure best conditions for implementation. Interviews were conducted with three patient advisors to assess their ability to offer quality support, their motivation to offer time and share their experience. We also conducted a focus group with these three advisors after at least three interactions with patients to identify with them: 1) the content of interactions, 2) the difficulties encountered, 3) their needs in support and supervision (probation period), 4) the need for the same patient advisor to accompany the same patient throughout the process, 5) the need for exchanges amongst patient advisors and 6), the contribution and the limits of realizing these interactions via videoconferencing.
The three persons in charge of project management were interviewed to highlight the facilitating and limiting factors related to the introduction of the patient advisors in the care continuum. A survey, adapted from the Readiness to Partner With Patient and Family Advisors tool 11 , was used to evaluate care team members' readiness to partner with patient advisors. Fifteen care team members, within and outside of the CEVARMU, have responded to the survey.
Finally five patients out of the eighteen patients who had at least one interaction with a patient advisor during the pilot phase of the project, were interviewed by telephone to better understand their expectations, the content of their interactions with the patient advisor, the contribution of the patient advisor in their care pathway and the difficulties encountered (particularly in relation to technology when interactions were conducted via videoconferencing) or their fears.
Patient advisors recruitment and training
At the beginning of the pilot phase of the project (July 2014), a patient advisor -who later became patient coach for other patient advisors -was recruited to conduct a first series of meetings with hospitalized and discharged patients to established preliminary guidelines regarding procedures for recruitment and training of patient advisors. The optimal timing and content of the meetings with the patients were also further developed and tested during the first months of the pilot phase of the study.
The components of the model are described below. 
Integration of patient advisors in the trajectory of care
The pilot phase of the project has led to the formalization of the modalities under which patient advisors are invited to interact with patients (see figure 1 ).
It was established that the first week of hospitalization was a good time for a first meeting between the patient advisor and the patient. On the 3 rd day of their hospitalization following their surgery, the coordinator of the project or another care team member working at the CEVARMU offers patients and their families the possibility to meet with a patient advisor. Those who express an interest in meeting with an advisor are asked to sign a consent form and a meeting is arranged on the 5th day of their hospitalization. This meeting allows for the 'diffusion' of the anguish and fear, the shock and any other strong emotions or issues related to the accident and the treatment that will follow. It also it gives hope regarding the function of the hand even if deficits are presents. It is usually relatively brief (15-30 minutes) as it is considered still too early in the rehabilitation process for patients to have specific questions regarding their care pathway. The encounter typically begins by patient advisors introducing themselves and sharing the story of their own accident and rehabilitation process. They then ask patients to describe how their injury happened as well as any significant events surrounding the time of the injury. Patient advisors then explain to patients what are the milestones of the rehabilitation process that they are about to undertake and offer other meetings on an as-needed basis. Globally, themes that have been identified in the pilot phase as being important to touch upon during this encounter are: feelings about their accident, problems that may have arisen following their injury (insomnia, nightmares, lack of control over their life, etc.), worries regarding their work and financial situation and the management of social life following the accident.
While it is possible for patients to solicit a discussion with a patient advisor at any time during their rehabilitation trajectory, the pilot phase of the project has helped determine two specific moments in this trajectory when the opportunity to meet with a patient advisor should be systematically offered to every patient, regardless of the fact that they have already had such an encounter or not. The first of these moments is three to four months following the surgery. This has been identified as a key point in the rehabilitation process as it is a time when patients should start regaining their autonomy and resuming their life roles. It is also a time when they realize the full impact of their injury on their lives. Another important time to plan a meeting is between nine and twelve months after the surgery. An encounter at this point in time may 'force' a discussion the patient may not have felt the need to have before this point but may help the patient express emerging feelings about the perception of their level of disability, post-traumatic shock, return to activities of daily living and updating their life projects. Also, twelve months is generally close to the end of the rehabilitation process. These post-discharge meetings usually last longer (30-45 minutes) as patients have had time to experience different situations that they may wish to share with patient advisors. These time points correspond to regular visits established for follow-up visits at the CEVARMU as part of the regular care pathway but as most of the CEVARMU patients live outside of the Montreal region, videoconferencing tools can be used to facilitate access to one of the patient advisors that are currently part of the project. It is envisioned that organizations outside of Montreal could eventually recruit and train their own patient advisors to increase the opportunity for in-person meetings.
At any stage during the rehabilitation process, patient advisors are assigned to patients mainly on the basis of their availability, as it would be impossible to ensure a fit based on other (socio-demographic, type of injury, etc.) criteria due to the small number of advisors that have been recruited and trained so far. Patient advisors document all encounters in a standardized form. Formal debriefing sessions are also arranged, by phone or in person, between patient advisors and the coordinator of the project. A summary of each session is included in the patient's medical chart. The actual use of these summaries and of the forms filled out by patient advisors to improve care in real time has not been documented. It is believed, however, that the implementation of a more systematic mechanism for feedback to the clinical team of the CEVARMU -yet to be designed -would yield additional benefits for patients and care team members alike. This would allow for healthcare professionals to learn more about the social situation of their patients, to improve their partnership with them and to make adjustments to the care plan as required. Interestingly, informal feedback mechanisms seem to be gradually emerging between patient advisors and the team on the unit on which CEVARMU patients are hospitalized. In addition, any information shared by a patient that is believed by the patient advisor to be critical for the wellbeing and/or safety of the patient is immediately shared with the clinical team.
Some promising results

Appreciation of patients and impact on their experience of care
According to our data, patient advisors can reformulate and strengthen the credibility of the professional interventions, making it easier for patients to understand the nature and reason for these interventions. This, in turn, helps to promote a sense of self-efficacy for patients and may increase adherence to the prescribed treatment and rehabilitation plans.
Encounters with patient advisors also help to break the isolation of patients and help them de-dramatize their situation. figure 2) .
In response to these results, strategies were put in place in order to clarify the role of patient advisors to the care team members. For instance, some care team members were invited to attend a training session given to newly recruited patient advisors in order to become more familiar with the role of patient advisors within the team. This had very a positive impact on their willingness to collaborate with patient advisors and a gradual acceptance and involvement of care team members in the patient advisor model has been observed. This strategy will be retained.
Conclusion
A pilot study to examine the impact of a new partnership model integrating patient advisors directly in the trajectory of care, implemented in an acute care hospital for persons who have suffered a traumatic amputation of the upper limb has shown a positive impact on patients as well as on patient advisors themselves.
We believe this model could be easily transferred and adapted to other patient populations and care settings. Adaptations to the processes involved in the implementation of such a model would have to take into consideration the particulars of the targeted health condition and the setting into which it is to be implemented. A pilot phase during which both quantitative and qualitative data obtained through interviews with all parties involved helps in identifying Percentage of care team members surveyed who: Did not believed that patient advisors can look beyond their own experience to suggest ideas and solutions that are useful for other patients 37.5%
Did not believed that the participation of patient advisors in the planning and in decision-making about a patient' care plan can be useful
31.25%
Considered that patient advisors had an impact on their work load 37.5% Were unsure about their professional responsibilities towards patient advisors 87.5%
Were unsure about legal issues raised by the active implication of patient advisors within the organization: important aspects to take into consideration and may help adjust the process along the way.
Of utmost importance is the standardization and quality of the recruitment and training processes of patient advisors. They must be carefully chosen to ensure an adequate fit to the model and to the patient population. As well, the training provided must be clear on patient advisors' role and co-taught by patient advisors and staff members with considerable experience of this model. . This is crucial not only for providing patients with optimum care but also to ensure a positive impact on patient advisors and members of the health care team.
Also, our experience has highlighted the importance of taking into consideration the acceptance and approval of all care team members for this model of care. We believe the 'buy-in' of care team members is a sine qua non condition for the success of the implementation process. Particular efforts must be put in place to involve them in the early stages of the project to ensure a common vision of the role of patient advisors and of their contribution to the care of patients. This requires a clear commitment and sustained support from the coordinators of the project.
The true effectiveness of this model to increase patient adherence to their proposed treatment and rehabilitation plans needs to be further assessed through a larger study.
To this end, a randomized controlled trial will soon be undertaken at the CEVARMU in which newly admitted patients will be randomly assigned to receive standard care alone or standard care supplemented with a patient advisor according to developed model. The results of this proposed study will allow us to determine whether the inclusion of a patient advisor in the care process is effective to produce a better return of upper extremity function and better adherence to the rehabilitation program for patients admitted to CEVARMU.
